Clinical Section 7 collapse of tlle lower lobes of the lungs with bronchitis. This gradually cleared and the patient was convalescent by August 21. Blood count: Red cells, 3,650,000; white, 21,000; polymorphonuclears, 48 5 per cent.; lymphocytes, 21 per cent.; eosinophiles, 5 per cent.; transitionals, 25'5 per cent. 33.5 per cent.; hyaline and transitionals, 26 per cent.; eosinophiles, 4 per cent.; mast cells, 0 5 per cent.
G. H., AGED 7, was healthy as a baby. Adenoids were removed at the age of 31, and an extensive operation for the removal of glands in the left side of the neck about a year later. Fifteen months ago (when aged 52) a swelling appeared on the anterior surface of her left ankle which rapidly subsided. Shortly afterwards her right hip began to get stiff, and next the left became so; the stiffness was intermittent at first, but the joints have gradually become more fixed. She can now only walk about 100 yards, and tilts ber pelvis up on either side with each step. Flexion of knees and thighs is limnited. She is very thin and there is an almost complete absence of subcutaneous fat. The skin is thin and over the face and limbs it appears to be stretched and adherent to the subcutaneous structures, so that it cannot be pulled up in wrinkles, and together with the subjacent muscles it gives a feeling of toughness to the part. There is an irregular scar on the left side of the neck, the result of her operation and of subsequent ulcers and sinuses. There are several hard, enlarged cervical glands. Over the dorsum of the hands and wrists the skin is erythematous and rough. The muscles are badly developed and tough. There is a slight list of the spine 1to the left, with corresponding curves and raising of the right-shouldx. The tibiac are bowed. in a forward direction. There is an absence) of microdactyly. There is a small patch of ossification close to the in-ertion of the biceps of the left arm, and a patch of hardness close to/the origin of the biceps of the right. The ilio-tibial band on the left "side is ossified from its origin to its insertion. The hamstrings of the left Almond: Myositis Ossificans thigh are ossified, the skiagram giving the appearance of a calcified shell enclosing the muscles. There is a lozenge-shaped patch of hardness in the outer belly of the left gastrocnemius. No definite patches of hardness or ossification can be actually detected in the muscles of the spine or trunk. The skiagrams were kindly taken for me by Dr. Bowker. \The case denmonstrates clearly that in this disorder ossification ock urs not in the muscles themselves but in the fibrous and connective tisXues. This is well shown in the involvement of the ilio-tibial band ana in the commencing ossification of the insertion of the biceps, and also in the fact that the shadows in the hamstrings point to a sheathing of the muscles rather than the ossification of the muscles themselves. The fact that the onset appeared shortly after an operation is suggestive of the possibility of an infective origin in this type of case. Collins, of Sydenham,' published a case following the appearance of (?) glandS in the neck, and Carpenter and Edmiunds2 a case comiimencing aftei the removal of tonsils. Collins, Lancet, 1906 , i, p. 1356 10 Almond: MI?yositis Ossificans DISCUSSION.
Dr. F. PARKES WEBER said tlhat, with Mr. A. Compton, he had writterr an account of a case of the disease in a younger (female) child, which would appear in the December number of the British Journal of Children's Diseases. He thought that the disease was not a true inflammatory one, but a progressive ossifying hyperplasia of the connective tissue and fasciae of the striped skeletal muscles. The tendency to this hyperplasia was congenital, but not hereditary, though the commencement of the disease miglht be delayed. Traumata, even slight traumata, played a great part as exciting causes of the exacerbations, and a great object in the treatment of sufferers from the disease was, as far as possible, to withllold them from any likelihood of traumata. The microscopical appearances of the affected parts, the relative absence of constitutional symp)toms during the local exacerbations, and (finally) the peculiar deformity of the big toes (" hallux valgus" with microdactvly) which was found present in many cases, all spoke against adopting any theory of infection to account for the disease. Everything pointed to. the disease arising on a peculiar congenitally predisposed soil. Fibrolysin injections had led to the local formation of bone at the site of the injections. The bony plates might develop at sites far removed from the periosteum for instance, in the middle portion of the fascia covering the vastus externus muscle of the thigh. In ordinary "localised traumatic myositis ossificans," on the otlher hand, the ossification appeared to spread from the periosteal attaclhments of muscles and tendons (" rider'shone," &c.) , at the site of traumata, as if osteoblasts and osteoclasts had been set loose from the periosteum as the result of the traumata.
Mr. W. G. SPENCER said that Mr. Hely-Hutchinson Almond's case was a very interesting and exceptional one. It appeared to differ from the type of myositis ossificans, an early case of which was described by the late Dr. Simpson, of Lincoln, in which, along with digital deformities, there was ossification in the thoracic and spinal muscles. The digital deformities suggested that this type started as a congenital lesion. In traumatic myositis c)ssificans there was a periosteal injury, and ossification extended from the periosteum into the tendon. In the present case the clinical examination with X-ray photographs seemed to show that the principal change at the moment was a calcification of fasciae and aponeuroses in the limbs. AMr. Spencer considered that the most likely explanation. was that the disease was the result of septic infection.
